There are more than 5000 cases of caustic ingestion in the United States annually [1] . About one-third of these patients subsequently develop esophageal strictures [2] . The colon has a good blood supply, is long enough to be pulled up to the neck, has a low incidence of disease, and is resistant to gastric secretions [3] . Therefore, it is usually the preferred source of tissue for esophageal replacement. A 40-year-old woman had suffered a corrosive esophageal injury after an attempted suicide 15 years previously. Reconstruction of the esophagus with part of the ascending colon had been done at that time. She was admitted to our hospital with fever, a productive cough, vomiting, and poor appetite, which had persisted for 1 week. At the emergency department, her temperature was 38.1°C. Auscultation of breathing sounds in the right lung revealed rales and rhonchi. Laboratory test results showed leukocytosis, predominantly due to increased neutrophils. Computed tomography (CT) of the thorax showed a huge heterogeneous mass arising from the reconstructed esophagus. The mass had directly invaded the middle and lower lobes of the right lung, causing pneumonia and passive atelectasis (• " Fig.  1 ). Panendoscopy showed the esophageal tumor was situated 27 cm from the incisors (• " Fig. 2 ). Histopathology of a biopsy revealed an adenocarcinoma of colonic origin. The patient died 4 months after admission from nosocomial infections.
Colonic interposition for esophageal reconstruction has several early and late complications, such as graft necrosis, anastomotic leakage, fistula formation, strictures of the anastomosis, and gastrocolic reflux. Adenocarcinomas in this situation are extremely rare. There are several case reports of colo-esophageal adenocarcinoma after reconstruction for underlying malignant conditions [4 -11] . However, only four cases have been reported on PubMed in patients with benign esophageal stricture (see• " Table 1 ). Our patient developed an adenocarcinoma of the interposed colon 15 years after her reconstruction, when she was aged 40. No risk factors for colon cancer, other than the procedure itself, could be identified. One possible reason for the development of this tumor could be the presence of already pretumorous polyps in the grafted colon. On the other hand, this intervention might lead to direct contact of the transplant with irritants from the oral cavity. Therefore, the procedure should be considered as a risk factor for colon cancer.
We suggest a screening colonoscopy should be performed before carrying out esophageal reconstruction and that regular follow-up endoscopies should be undertaken in patients with esophageal colonic-interposition grafts.
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